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Keywords School based mental health Á Childhood poverty Á Ecological models Á Indigenous resources Á Organizational theory School-based mental health services for children living in poverty are in need of reform. Schools have been identified as a place to reach children and families, particularly in poor communities, a setting with inherent capacity to support children's mental health and development, and a nexus between home and neighborhood with potential to bridge these ecologies. School-based prevention and intervention initiatives, mental health centers, and fullservice schools are increasingly common methods for integrating mental health and education. However, the potential for a partnership between education and mental health is unfolding slowly in the absence of clear and unifying frameworks to guide research and practice in this emerging field (see Adelman and Taylor 2006; Evans and Weist 2004; Hoagwood and Erwin 1997) . Research on implementation, sustainability, and integration of services indicates that prevention and intervention programs are difficult to implement and sustain, particularly in high poverty communities, and in many schools, mental health programs remain marginalized from school routines and structures (e.g., Weist and Paternite 2006; Wilson et al. 2003) . A common frame for organizing mental health in schools is particularly important in poor communities where the need for comprehensive and effective mental health and academic support is high (see Brooks-Gunn and Duncan 1997; Cooper 2007) .
In this paper, we propose an ecological model informed by public health and organizational theories to refocus school-based mental health services in high poverty communities on the core function of schools to promote learning. We discuss the influence of poverty on child development through the multiple contexts in which children live, and the limitations of current models of prevention and intervention in schools. We apply an alternative model that aligns the mental health workforce with school goals by activating teachers and parents to serve as catalysts for change. We use examples from the literature to describe how coalescing mental health resources around the goal of learning can promote positive mental health outcomes through a focus on enhancing universal school programs, supporting indigenous school and community resources, and building core classroom teaching technologies. Finally, we suggest an iterative research-practice approach to adapting and disseminating school-based mental health initiatives to high poverty communities to produce relevant, precise, and efficient research toward the development of models that advance science and develop healthy children. 1 
The Experience of Poverty
In 2005, 18% of children (13 million) lived in poverty, with more than 7% (6 million) living in extreme poverty, and the percentages higher for the most vulnerable children under the age of six (Federal Interagency Forum on Child and Family Statistics 2007, http://www.childstats.gov/). Children in poverty are more likely to live in single-parent, female-headed households (43%) than two-parent families (9%), and are more likely to be African American (35%) and Latino (28%) than Caucasian (10%) (Federal Interagency Forum on Child and Family Statistics 2007, http://www.childstats.gov/). Parent education, employment, and occupational status are highly correlated with income and often remain stable across time, such that many children remain in poor families and communities for years (Bradley and Corwyn 2002; Duncan et al. 1998) . The gap between rich and poor continues to grow, leading to the experience of greater 'relative deprivation' among poor children in the United States (UNICEF 2007). Reports on national strategies to reduce poverty (e.g., Center for American Progress 2007; Haskins and Sawhill 2007) have not been matched by political or economic will, thus the experience of poverty will continue to remain a reality for many children.
Poverty has a profound and predictable association with children's cognitive abilities, physical health, and socialemotional development (for reviews see Bradley and Corwyn 2002; Brooks-Gunn and Duncan 1997; McLoyd 1998) . Outcomes related to living in poverty have been found in prospective longitudinal studies, income change models, sibling difference studies, and national health data (see Duncan et al. 1998) . Living in poverty predicts deficits in children's cognitive and academic abilities, including poor verbal skills, low IQ, grade repetition, and early school dropout (Brooks-Gunn and Duncan 1997) . Physical health problems such as growth retardation, high blood lead levels, and obesity are more common among poor than non-poor children (see Bradley and Corwyn 2002; Evans and Kantrowitz 2002; National Center of Health Statistics 2006) . Youth from impoverished families have more social-emotional difficulties and engage in more behavioral risks than youth from middle-income families (e.g., Korenman et al. 1995; Wadsworth and Achenbach 2005; Duncan et al. 1998) . It is clear that poverty is widespread among U.S. children and influences development in acute and extensive ways.
Contextual Pathways of Poverty: The Potential of Schooling
Although the models and mechanisms by which poverty is associated with children's development are not fully understood, researchers are examining mediators, moderators and correlates across multiple contexts, with cumulative risk exposure recognized as a significant contributor (see Evans 2004) . Data from national longitudinal studies demonstrate that household resources and parenting practices together account for a considerable portion of the influence of poverty on children's cognitive and academic development, and that learning experiences in the home explain up to 50% of the variance in children's cognitive abilities (e.g., Brooks-Gunn et al. 1993) . A recent review of national surveys and longitudinal health studies concludes that exposure to environmental toxins, more prevalent in homes and communities of poor and minority children, results in cumulative cognitive deficits that can lead to the intensification of multiple negative outcomes over time (Dilworth-Bart and Moore 2006) . Community disorganization (i.e., underemployment, crime, substance abuse, physical decay), found more often in poor than affluent communities, has been linked to multiple negative outcomes in children, including involvement in aggression, internalizing symptoms, poor academic performance, and emergency room visits (e.g., Evans and Kantrowitz 2002; Schwartz and Gorman 2003; Brooks-Gunn et al. 1993) .
By virtue of their unique position at the nexus of home and community, and a place where children spend significant time, schools have the potential to promote positive outcomes even in the face of risk (Allen-Meares 2006; Boyd and Shouse 1997) . However, there is evidence that public schools in economically disadvantaged communities struggle to realize this potential. Related to how public schools are funded, school facilities and materials in poor communities are often inadequate, with deficiencies in space (e.g., overcrowding), environmental quality (e.g., acoustics, electricity, heating), and educational materials (e.g., books, supplies) (see Evans 2004) . Given the emphasis on reading and math scores in the current political climate, the school day holds limited opportunities for enriching activities or productive socialization (Roth et al. 2003) . For a variety of reasons, such as lack of education and empowerment (Chavkin and Williams 1989; McKay et al. 2003) , families of poor and minority students are less likely to participate in school activities, one important means toward school engagement and learning (see Barnard 2004; Jeynes 2005) . Low-income students tend to have less-qualified teachers who hold lower expectations for student learning (Ingersoll 1999; Weinstein 2002) , and thus may produce or exacerbate actual differences in achievement and behavior (Alexander et al. 1987; Rist 1970) . Finally, poor students are unlikely to experience consistent high-quality instruction across their elementary years , and are likely to attend schools with high teacher and student turnover (Ingersoll 2001) , contributing to the experience of educational instability and discontinuity over time.
School Mental Health in Poor Communities
Given the multiple challenges facing schools in poor communities, mental health resources are urgently needed to support the potential of schools to promote children's positive development. Schools, in fact, have been for a long time the de facto providers of social services for a majority of youth across income levels (Burns et al. 1995; Farmer et al. 2003) , providing an estimated 70-80% of psychosocial services to those children receiving support (Rones and Hoagwood 2000) . Educators have noted that the unmet psychosocial needs of children and families overwhelm the resources of schools and undermine their capacity to educate children, particularly in low-income communities where the breadth and depth of need is high (e.g., Carnegie Council on Adolescent Development 1989). With the passage in 1975 of PL 94-142, the first federal law mandating equal access to public education for children with disabilities, a range of expanded agendas-such as full-service schools and school-based mental health programsemerged with the aim to integrate educational and mental health goals (Cappella and Larner 1999; Dryfoos 1994; Streeter and Franklin 2002) . These programs, begun in the mid 1980s in a handful of schools, since have spread to thousands of schools across the nation and beyond ). Lawson and Sailor (2000) review this history and note that, despite differences across programs, all presume the need for schools to incorporate a broader agenda beyond academic achievement. Similarly, the President's New Freedom Commission on Mental Health (2003) targeted the increase in numbers and quality of school mental health programs as important goals moving forward.
However, school-based mental health services have proliferated largely in the absence of unifying theoretical and research frameworks to inform policy and practice (Illback et al. 1997; Kutash et al. 2006) . Few studies have examined the effectiveness of school-based centers despite their wide proliferation (Rones and Hoagwood 2000) and those that have been evaluated have shown access to children, but little involvement from parents and few child behavioral changes (e.g., Armbruster and Lichtman 1999; Catron et al. 1998 ). For example, Weist et al. (1999) found that school-based mental health centers were more likely to reach children without any prior service history, relative to a community-based clinic, but there were no further differences in client characteristics or outcomes. Furthermore, a national survey (Foster et al. 2005) indicates that most school-based centers are oriented toward pull-out services with the individual child (i.e., assessment, crisis intervention, individual counseling, and case management), which are resource intensive and contrary to the goal of keeping children in their primary learning environment (the classroom).
2 Consultation to teachers on behavior management strategies is also common in schools (Foster et al. 2005) , and can be a productive way to leverage scarce mental health resources to positively impact student learning and behavior (Atkins et al. 1998; Ringeisen et al. 2003) . However, teacher consultation is especially difficult in high poverty schools given the deteriorating physical conditions, the prevalence of staff stress, and the challenges experienced by students and families-all of which leave teachers less available for consultation and make classroom programs a challenge to implement, suggesting the need for innovative strategies to reach teachers more effectively (Atkins et al. 2006a ).
Finally, the negative school climate in many schools that overwhelms educational and mental health programs largely goes unaddressed by current prevention and intervention initiatives (Gottfredson and Gottfredson 2002; McKay et al. 2003) . Despite recent calls to prioritize system and setting change, prevention and intervention strategies tend to focus on the individual child rather the learning contexts of the classroom or school, in part because it may be more difficult to implement, study, and effect change at these broader levels of the ecological model (Catalano et al. 2004; Cooper 2007; Greenberg et al. 2003; Ross et al. 2002) . When contextual change is prioritized, programs and services are either not available or not implemented with fidelity in the most stressed schools and communities (e.g., Elias et al. 2003; Ringeisen et al. 2003) -not surprising given the challenges of incorporating new practices into struggling systems (Glisson et al. 2008; Hughes et al. 2005) . Thus, as many have noted, these issues suggest that the presumption of integrated mental health approaches in schools-promotion, prevention, and intervention-is in need of critical analysis (e.g., Baker et al. 2006; Boyd and Shouse 1997) . One core problem with these efforts is a narrow focus on conventional definitions of education and mental health programming and inadequate attention to contextual issues that may influence both.
Focusing on the Core Function of Schools to Promote Student Learning
We propose an ecological model informed by public health and organizational theories to reconceptualize school based mental health services in poor communities, one that focuses on the core function of schools to promote learning. This model emphasizes the natural contexts in which children live, the embedded and interacting nature of these contexts, and the importance of these contexts in influencing children's growth and development (Bronfenbrenner 1979; Bronfenbrenner and Morris 1998) . Ecological theory guides our emphasis on mental health support of school programs and methods, and integration of mental health services within the natural space of children's school experiences. Public health principles inform our focus on prevention as the first priority, with targeted and intensive interventions following efficient and effective implementation of universal strategies (see Nastasi 2004a; Weist 2005) . Thus, the school is aided in meeting its goal to help all students learn while simultaneously reducing the numbers of students in need of intensive treatment. Lastly, the socio-technical model of organizational effectiveness-the assumption that the ''core technology'' of the school to promote learning is embedded within the social context of the school-guides our discussion of specific ways in which mental health can support the development of classroom and school contexts to promote school goals (Glisson et al. 2008) .
Educational Goals are Mental Health Goals
Such a conceptualization purposefully blurs boundaries between the disciplines of education and mental health, but this blurring is not new. John Dewey, in his 1899 APA presidential address, called for embedding schooling in the world of the social sciences, such as psychology (Sarason 2003) . In fact, an extensive literature has documented that the core function of schools to advance academic achievement is a critical component of children's wellbeing, particularly in elementary school (Masten and Curtis 2000; Roeser and Eccles 2000) . Academic success is positively associated with supportive relationships with peers, teachers, and parents (e.g., Buhs et al. 2006; Pianta and Stuhlman 2004) and with reductions in disruptive classroom behavior (Kellam et al. 1998) . In turn, positive relationships between teachers and students, as well as positive peer relationships among children, are associated with long-term academic progress and positive school attachment (Hamre and Pianta 2005; Ladd et al. 1996) .
Although the link between mental health and academic achievement is not new (see Geierstanger and Amaral 2005; Weist 2005 ) the focus has been primarily on outputs and not inputs: in other words, the impact of mental health services on achievement, rather than mental health activities that are oriented toward learning. In fact, numerous studies suggest that focusing on academic interventions can improve children's social and emotional functioning. For example, classwide peer tutoring, reciprocal peer tutoring, and task modifications (increasing structure, enhancing task salience) have been shown to increase on-task classroom behavior and improve socialization with adults and peers (DuPaul and Eckert 1998; Ginsburg-Block et al. 2006; Heller and Fantuzzo 1993) . Tutoring has been shown to have larger positive effects on peer social preference than social skills interventions (e.g., Coie and Krehbiel 1984) and equivalent positive effects on teacher and peer relations when compared to school-based counseling (e.g., Catron et al. 1998) . Whether academic interventions match or outperform mental health interventions for children's social and emotional outcomes, they have the added benefit of simultaneously improving academic achievement (Rohrbeck et al. 2003) .
Refocusing the mental health workforce on the goal of learning also may help to bridge the communication gap between the educational and mental health systems, and increases the likelihood that activities are integrated into the existing school organization and structure (Waxman et al. 1999) . In some schools and districts, mental health services and prevention initiatives are isolated from the usual resources, rhythms, and activities of schools; they are vulnerable to replacement or removal as funding and priorities change (Han and Weiss 2005; Ringeisen et al. 2003; Elias et al. 2003) . The disciplinary isolation is both related to and caused by individual and organizational differences between mental health and education that can make it difficult to form productive partnerships to benefit children (Adelman and Taylor 2006; Knight 2000; Weist and Paternite 2006) . Schools are powerful systems with resources, structures, and methods in place to support children's development; as described earlier, these systems may not be working effectively, particularly in stressed communities. Rather than operating at the periphery of these systems, reallocation of mental health workforce roles and responsibilities toward the goal of school success can help build schools' fundamental mission and capacity to support children's learning.
Ecological Model Applied in Public School Contexts
Existing programs that have evidence of effectiveness in some settings may be useful in low-income schools with accompanying modifications reflective of ecological, public health, and organizational principles. As an example, we will discuss the recent interest among schools nationwide in implementing a form of school-wide positive behavioral support called Positive Behavior Intervention and Supports (PBIS; Lewis and Sugai 1999) . School-wide positive behavioral support is a set of evidence-based strategies at the individual and system levels that schools implement as a means toward improving student behavior and learning (OSEP Center on Positive Behavioral Interventions and Supports 2004). PBIS is a particular category of positive behavioral support garnering national interest across urban and suburban school districts that is designed to prevent and address disruptive behavior through datadriven system change and individualized strategies (e.g., Horner et al. 2001; Warren et al. 2003) .
Although outcome data in urban schools is not yet available (Bohanon et al. 2006) , from an ecological, public health perspective, PBIS has several advantages. It focuses on supporting settings such as classrooms, hallways, and lunchrooms, it is implemented mainly by school personnel, and it integrates interventions across three tiers-universal, targeted, and intensive (Merrell and Buchanan 2006) . Without adaptations, however, PBIS may be difficult to implement sufficiently or sustainably in high need schools. At the universal level, PBIS requires resources and time beyond those that may be available in many schools in high poverty communities. Even in schools with universal interventions fully in operation, it is likely that there will remain a higher percentage of settings and children with targeted and intensive needs than many underfunded schools will be able to manage and address (Durand and Rost 2005) . Furthermore, PBIS is only indirectly focused on academic goals, thus the program may remain peripheral to the primary mission of schools.
However, with some modifications to accommodate the unique needs of schools in high poverty communities, each of the limitations noted above can be addressed. First, PBIS data used to assess areas of need and response to intervention may be broadened to include measures of achievement. This is particularly true in underfunded schools where academic achievement is low and school personnel are working to raise test scores. For example, school-wide rules and rewards can include a focus on academic productivity and improvement, with incentives provided to classrooms for assignment completion and academic growth. Classrooms with low scores on curriculum based measures could be targeted to receive additional support and intervention by school instructional specialists.
Second, although the mental health workforce accessible to a particular school varies, mental health providers from diverse backgrounds may be a critical addition to the PBIS team in low-income schools. Mental health personnel-from full-time school counselors to part-time school psychologists to community-based clinical social workers-could assume roles within each of the three levels: universal, targeted, and intensive. For example, at the universal level, a mental health provider such as a school counselor can support implementation of school-wide programs in the cafeteria, hallways, and playgrounds by providing training and supervision to security guards, lunchroom aides, or playground monitors. At the targeted level, a school social worker or psychologist can collaborate with school administrators or instructional specialists to gather data and intervene in high need classrooms or settings. Lastly, at the intensive level, a community mental health provider linked with a school can provide direct services as well as activate additional resources for students with more chronic academic and behavioral needs (e.g., Atkins et al. 2006a Unifying Framework for Activities and Collaboration
The ecological, public health model provides a useful framework for the PBIS adaptation and implementation described above, as well as for more general selection of mental health activities in a school building. Priority is given to activities that occur in natural spaces in and around the school building; prevention is the first order of business to help all children succeed; academic progress is targeted and monitored as the primary goal. When mental health activities fit within this model, an advantage is that the effort is integrated with the school structure, aligned with mental health goals, and when done well, likely to be effective in reducing the demand for more intensive services, which are neither economically feasible nor resource efficient in high poverty schools.
The model also provides a basis for the collaboration necessary to support children in struggling schools through programs like PBIS. As demonstrated in research across disciplines (e.g., Hassett and Austin 1997; Knight 2000; Lawson and Sailor 2000) , collaboration among groups is inherently complex and often ambiguous. This is particularly true when individuals differ at multiple levels of the ecological model-at the level of training and experience, as well as organizational structure and goals. Productive collaboration requires a common understanding of the problem to be solved and possible ways to move forward (see Claiborne and Lawson 2005) . The ecological, public health model enables mental health staff linked with or employed by schools to communicate in the language of educators and support the primary work of the schoolhelping all children to learn-thus reducing some of the initial barriers to collaboration. It directs mental health personnel of all backgrounds to prioritize relationships with school staff and build understanding of school activities and structures as prerequisites to implementing and supporting universal programming. Mirroring the threelevel public health model, this base of understanding facilitates productive partnerships at the universal level, as well as when more intensive supports are needed for particular places, people, or practices.
Building the Core Technology of Classrooms
Aligning school and mental health resources to support the core function of schools involves prioritization of learning goals among schools, families, and community organizations, identification of settings in which progress toward meeting such goals can be made, and focus on strategies to support learning with sufficient dosage for positive outcomes. Although children spend time in multiple school settings, such as lunchrooms, auditoriums, and hallways, it is the classroom that is the locus of children's most explicit learning activities, and thus may be considered the primary work unit of schools. This may be particularly true in lowincome elementary schools where enrichment activities and recess are limited, and students remain in their home classroom much of the day (Roth et al. 2003 ). As such, we propose that the classroom is a critical lever for change in the experience and outcomes of schooling.
Applying organizational theory, we conceptualize the classroom as a ''work unit'' with a ''core technology''-raw materials, knowledge, skills, and equipment-to facilitate learning (Glisson 2002) . The socio-technical model of organizational effectiveness emphasizes that the core technology is embedded in a social context that determines the success or failure of that technology (Glisson et al. 2008) . We propose that in schools, the core technology of the primary work unit should reflect what has emerged in the educational literature as the empirically driven, classroom-level predictors of children's learning, and the teaching skills and strategies used to impact them. The educational literature has coalesced around three components of effective teacher practices that impact children's classroom learning: effective instruction, classroom management, and family involvement (Creemers 1994; Stringfield 1994) . As described below, these empirically based predictors in elementary school classrooms serve to focus the collaborative efforts by mental health and school personnel to promote student learning.
Effective Instruction
Instructional methods strongly associated with children's academic success include teaching at the appropriate level, engaging in high quality teacher-student interactions, focusing on mastery of material, leading organized and engaging lessons, and providing repeated opportunities for practice, feedback, and assessment (e.g., Creemers 1994; Slavin 1987; Walberg and Paik 2000) . Many of these factors may be especially important for low achieving students in under-funded school districts (Brophy and Good 1986) . Peer Assisted Learning and Reciprocal Peer Tutoring are examples of programs aligned with the school goal of increasing achievement and prosocial behaviors, in this case through the influence of peers working in tutor-tutee roles on reading (Fuchs et al. 2000) or mathematics (Fantuzzo et al. 1992) . Peer tutoring programs use instructional methods associated with academic success, such as opportunities to practice, immediate corrective feedback, academic level matched to instructional level, and engaging and motivating lessons. A meta-analysis of 90 studies found that students participating in peer assisted learning programs made moderate to high achievement gains, with particular benefit for younger elementary school students, low income students, and urban students (Rohrbeck et al. 2003) . A second meta-analytic review of 36 studies similarly revealed that peer tutoring improved students' peer relations and enhanced their self-confidence, again particularly among low-income, urban, and minority children in early elementary school (Ginsburg-Block et al. 2006 ).
Classroom Management
Beyond instructional methods, teachers' skills in behavior management are critical to creating classrooms in which students can achieve academic and social success (e.g., Creemers 1994; Stringfield 1994) . Classroom management refers to a teacher's ability to promote classroom order and discipline, as well as establish a safe environment and positive classroom climate, all of which are related to student achievement through their impact on effective instruction and opportunities to learn (Gettinger 1988; Hamre and Pianta 2007) . For classrooms in which teachers deal with a high incidence of disruptive behaviors (Tolan and Henry 1996) , the most successful psychosocial interventions rely on teachers to implement classroom contingency-based behavior management programs (e.g., Kazdin 1995) . One example is the Good Behavior Game (Barrish et al. 1969 ), a classwide strategy in which students participate in a groupbased reward program to reduce disruptive behavior and increase academic time on task. Embry (2002) offers a thorough review of the Good Behavior Game and its robust effectiveness in diverse classrooms, including the reduction of aggression and suspensions among urban low-income students (see Dolan et al. 1993; Ialongo et al. 2001) . Like peer tutoring, the Good Behavior Game incorporates students as contributors to effective classroom management, harnessing their potential to influence one another in a positive direction toward increased time for academic instruction and likelihood of prosocial interactions.
Parent Involvement
Extensive empirical research indicates that parent involvement in children's learning, and teacher efforts to enhance parent involvement, are associated with improved academic outcomes for children (Henderson and Berla 1994; Epstein and Dauber 1991; Barnard 2004 ), especially among low-income students (Jeynes 2005) . Parental attendance at school events and responsiveness to teacher communications are related to children's positive attitudes toward school (Hill and Craft 2003) . Several home-based activities support learning, such as routines that promote adequate sleep and nutrition, arriving at school on-time and with the necessary instructional materials, home-based reading to children, and homework support (Hansen 1969; Mitru et al. 2002; Olympia et al. 1994; Warden et al. 1982) . The School-Home Note (Kelley 1990) , Daily Report Card (Owens et al. 2003) , and Good News Notes (Blechman et al. 1981 ) are strategies to improve teacher-parent communication regarding student learning and behavior in the classroom. Although generally in written format, these messages can be communicated orally to avoid challenges with parent literacy, and then continued as brief and simple written charts. As an aspect of classroom interventions, these strategies have been related to productive communication, positive teacher-parent relationships, and student achievement (e.g., Kelley 1990; Hoover-Dempsey et al. 2002) . Other effective outreach to parents includes encouragement of home-based learning activities such as interactive homework and family-child reading (e.g., Epstein and Van Voorhis 2001; Hoover-Dempsey et al. 2001) , strategies that are especially important for parents unable to attend school events due to work or childcare responsibilities, or more intangible barriers related to parental empowerment or perceptions of negative school climate (Chavkin and Williams 1989; McKay et al. 2003) .
Mobilizing School and Community Resources
Comprehensive school-based programs to improve student learning and behavior often are difficult to sustain with existing school or community resources, particularly in low-income areas (Foster et al. 2005; Wilson et al. 2003) ; and, as noted previously, school mental health clinics struggle to meet the extensive and intensive needs of lowincome students, and often remain isolated from the core function of schools. However, a reconceptualization of the functions and benefits of community mental health providers and school personnel focused on improving student learning not only increases the likelihood that prevention and intervention strategies will be more available and sustainable in high poverty communities, but also enables leveraging of resources indigenous to a home, school, and surrounding community. Capitalizing on indigenous resources ensures that prevention and intervention programs implemented in schools are appropriate to the needs and abilities of existing personnel, and aids in the recognition of new opportunities to support the people and situations most proximal to children's learning and development, such as parents, teachers, and children's peers.
For example, paraprofessionals from the local community or school who share demographic characteristics with the target population can influence behavior change due to their shared experiences, opportunities for natural empathy, and reduced social distance (Friesen and Koroloff 1990; Grant et al. 1999) . Community members allying with mental health providers can enhance the availability of and participation in services, reduce stigmatization, increase accessibility, and reduce cost (Orrell-Valente et al. 1999 ). In addition, change that takes place without the help of an ''expert'' may create a sense of personal empowerment to help maintain the change (Christensen and Jacobson 1994) . Similarly, paraprofessionals or ''indigenous therapists'' who have conquered similar problems or triumphed in equally challenging circumstances may be perceived as realistic role models by parents (Nielsen 1995) . These ''natural'' resources often are significant sources of influence to children and families and can assist with improving, at the least, the accessibility of effective services.
Capitalizing on the same processes as the paraprofessional model, diffusion of innovation theory has shown that influential peers, or key informants, are instrumental as change agents in a wide variety of fields and situations (Gira et al. 2004; Greenhalgh et al. 2004 ) and innovative interventions are often initiated by a relatively small segment of opinion leaders in a social network (Valente and Davis 1999) . Rogers (1983) was the first to observe that key opinion leaders had more influence than professional change agents and suggested that change agents working in collaboration with key opinion leaders can more effectively introduce new innovations and increase the adoption and implementation of those innovations in a social system. This has been substantiated by studies of key opinion leader (KOL) influences on the adoption of innovative practices in both business and public health (e.g., Miller et al. 1998; Vollink et al. 2002) .
Recent application of these theories to schools in high poverty neighborhoods revealed successful influences by paraprofessionals and key opinion leaders on parent and teacher behaviors. In one study, key opinion leader teachers who worked in collaboration with mental health providers achieved greater influence on fellow teachers' use of recommended classroom practices compared to mental health providers alone (Atkins et al. in press) . Similarly, in a related study, paraprofessional parent advocates in alliance with mental health staff successfully engaged urban, low-income families in mental health services that included classroom-based support and multiplefamily groups (Frazier et al. 2007a ). Collectively, these findings suggest that involving influential individuals from among the school or community can enhance the effectiveness and sustainability of services, and help bridge the gap between university-based research and community practices ( Building on these models, one current federally funded study in high poverty Chicago public schools is examining the mobilization of three sets of indigenous resourcescommunity mental health providers, parent advocates, and leader teachers-toward the improvement of child academic and behavioral functioning (Links to Learning; Atkins et al. 2006c ). These individuals work as a team to support parents and teachers of children with disruptive behavior problems: (a) parent advocates promote parents' home support of children's learning, (b) leader teachers introduce colleagues to effective instructional, classroom management, and family outreach strategies (Neal et al. 2008) and (c) community-based case managers and social workers support parents and teachers in improving the contexts in which children spend time, as well as provide direct support to children (see Fig. 1 ). The linked prevention and intervention activities implemented by the team are integrated into the fabric of the school and sustainable with existing funding streams and agency structures. The targets of support and the activities align with the background and knowledge of each team member to maximize their legitimacy and influence. Results from this study could determine the viability of aligning resources in this way, and determine roles and routines that enhance collaboration and promote children's learning.
Beyond human resources, schools can link with and activate local community organizations and resources to support students' learning outside of school time and beyond school walls. For instance, many publicly funded after school programs such as those organized by local recreation centers, park districts, or YMCAs include structured time allocated for homework assistance or tutoring. This presents an opportunity for classroom teachers to communicate with after school providers around the instructional levels, strengths, or needs of their students to maximize the opportunities for learning that take place after school (Frazier et al. 2007b) . In an ongoing federally funded study of mental health consultation to after school program staff (Project NAFASI; Frazier et al. 2007a) , consultation during the homework hour has included a combination of academic interventions including curriculum-based measurement, peer-assisted learning, and links with local public libraries (Rohrbeck et al. 2003; Shinn et al. 1989 ). In addition, mental health providers have introduced the Good Behavior Game (Barrish et al. 1969) to minimize disruptive behavior exhibited in large part by students whose homework exceeded their capability, reflecting what often happens in their classrooms. Open channels of communication among the classroom teachers, after school program staff, and parents around reasonable and appropriate goals for homework provide one more opportunity to buffer the negative effect of poverty on school and neighborhood settings, enhancing children's learning and their after-school experience.
Using an Iterative Research-Practice Approach
Finally, given the large and urgent needs of children living in concentrated poverty and the potential for schools to buffer the impact of poverty on child functioning, research models that promote efficient understanding of mental health promoting activities in context are critical. An integration of researcher-and context-driven knowledge at every stage of the research helps to produce contextual and rigorous knowledge across the spectrum of access, effectiveness, and sustainability of mental health interventions and services (Atkins et al. 2006b ). We suggest that a systematic and iterative approach to intervention research, adapted from a model of program development (National Research Council 2002) , may be most useful to inform theory, aims, methods, and analytic strategies. This approach necessitates an ongoing interaction between researcher-and context-driven information at the various decision points of a research project. What may be difficult about this interaction is that it requires researchers to balance prior knowledge with openness to new information, such that context is allowed to contribute meaningfully to the continual evolution of research questions and methodologies. In the end, the goal is to produce relevant, precise, and efficient research toward the development of mental health services and interventions that advance both science and practice.
Because most mental health services are not created for children in poverty or examined in impoverished settings (Weisz et al. 2005) , formative research or developmental evaluation (e.g., Ostrom et al. 1995; Petrosino 2000; Schaughency and Ervin 2006) can be important tools in adapting and disseminating practices and models to high poverty communities. Formative research is most useful during the process of creating or adapting program content or models, and implementing or coordinating services in innovative ways (Lipsey and Cordray 2000; National Research Council 2002) . As Berk and Rossi (1993) have indicated, evaluating programs is in large part about clarifying target population needs, improving program operations, and enhancing quality of service delivery. In poor communities, a combination of cultural, environmental, and economic factors may lead to particular adaptations in program content and implementation approach. Qualitative and quantitative data collected while adapting program content and delivery models allows information to be fed back in an iterative process with the goal of increasing access to effective and sustainable services (Schaughency and Ervin 2006; Gittelsohn et al. 2006) .
The design and method of formative studies can facilitate the production of useful information for immediate integration into the ongoing cycle of development and research. Toward this end, short-term designs may be most useful for quickly feeding information back to the development, adaptation, and coordination phases of formative research projects. Mixed method approaches, in which qualitative and quantitative methods are used concurrently, or brief qualitative studies are followed by brief quantitative studies and vice versa, may facilitate breadth and depth of understanding (see Caracelli and Greene 1997; Gittelsohn et al. 2006) . For example, qualitative methods may elucidate the 'how' of service delivery (e.g., implementation obstacles and provider training) whereas quantitative methods may examine the 'who' of access and retention (e.g., who is and is not being reached). Gathering data from multiple sources across a setting, such as students, parents, teachers, counselors, and administrators within a school, may be critical to understanding the potentially varied perspectives of stakeholders, without which the program may be flawed (Nastasi 2004b; Israel et al. 1995) . Finally, formative research can help investigators to develop summative or outcome evaluations that are culturally relevant to the population and context studied, or alternatively, help investigators understand inconsistencies in summative findings that may be based in subtle implementation or contextual differences (National Research Council 2002) .
By way of example, in the ongoing longitudinal intervention study in the Chicago Public Schools (described above), an iterative research-practice approach has been used to inform the development of a mental health services model to support teachers and parents in promoting learning and adaptation among K-5th grade children with disruptive behavior problems. In the context of a longitudinal, between-group, pre-post design using multiple measures of program effect, the formative research has taken two forms. Prior to intervention adaptation and implementation, investigators included a set of qualitative methods-interviews, focus groups, and expert consultation-to inform the intervention curricula and staff training (Cappella and Atkins 2006) . Results led to alterations in program content, delivery, and measurement, including the integration of a daily report card with conjoint consultation as a means toward productive parent-teacher communication (Kelley 1990; Sheridan and Kratochwill 2008) , the initiation of peer-led teacher meetings to support implementation of classroom strategies (e.g., Manouchehri 2002) , and the administration of a Hassles Scale as a potential moderator of intervention impact (DeLongis et al. 1988) . After the intervention began, formative data collection focused on the documentation of a clinic and fieldbased supervision model to assist parent advocates, leader teachers, and community providers in providing support in classrooms and homes, with data collected weekly through supervision field notes and teacher-and parent-report surveys. This iterative approach aims to increase the probability that curricula, training, and supervision meet participants' needs, as well as to shed light on interpretation of summative findings.
Summary and Conclusion: Where to Go from Here
Poverty is associated with children's functioning in profound and predictable ways. Schools have an inherent capacity to support children's mental health and development, and to bridge critical home and community ecologies. More often, however, underfunded schools do not have adequate physical, instructional, and social-emotional environments to protect children from the influence of cumulative risk. Prevention efforts are intensifying, but often program implementation is inconsistent, prevention and treatment remain distinct and isolated from one another, and the business of schools-learning-is not the primary goal. Too many children in need of mental health services in high poverty communities remain untreated, effective services are difficult to implement and sustain with given resources, and school-based mental health models are proliferating without compelling evidence of their ability to prevent or attenuate the problems they are designed to address.
Ecological, public health, and organizational theories guide our reconceptualization of mental health service delivery in poor communities to focus on schools' core function and inherent capacity to promote children's learning and development. Ecological theory directs our focus on prevention and intervention efforts across proximal settings (e.g., classrooms, homes) and primary agents (e.g., teachers, parents). Public health principles inform the prioritization of universal programming, with more intensive services added when necessary within the natural context of children's experiences and with the existing infrastructure and resources in the school and community. Socio-technical models of organizational effectiveness guide our emphasis on the classroom as the primary work unit of the school, and thus the main target of interventions-instructional, behavioral, and family-oriented-to enhance learning.
The implications of this model for mental health practice are that the mental health and educational workforce conceptualize learning goals as mental health goals, such that efforts to strengthen the capacity of schools to promote learning are directly relevant to serving the mental health needs of children. This requires cultivating among mental health providers and school personnel shared learning goals, prioritization of interventions that target empirical predictors of learning, and an emphasis on identifying and strengthening the positive influence of indigenous resources in and around the school. Accordingly, investigators have the opportunity to conduct systematic and responsive formative studies that contribute meaningful and contextual information to intervention adaptation and implementation, as well as to integrate theoretical, empirical, and contextual knowledge at multiple stages of the process toward the advancement of science and the development of children.
To be clear, overcoming these challenges in low-income schools and operationalizing this model are but one step toward reducing the risks associated with living in poverty. Economic policies, community development programs, housing and employment opportunities, environmental initiatives, and other efforts are needed to reduce the number of children in poverty and increase the quality of their lives. That said, given the breadth and depth of mental health and academic need among children growing up in poverty, a coalescing of mental health resources around the inherent potential of schools to promote child adaptation can produce a powerful synergy to enhance both mental health and schooling, thus increasing the possibility of positive and productive outcomes for all children.
